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An abbreviated survey was conducted 
9/27/1 1 as the result of a complaint 
(NY001 07043) against the agency. Three patient 
record and three personnel records were 
reviewed along with pertinent policies and 
procedures. Interviews were conducted with the 
Nursing Supervisor and Director of Human 
Resources. The following deficiency is being 
cited as a result of the survey. 
484.36(c)(1) ASSIGNMENT & DUTIES OF 
HOME HEALTH AIDE 

Written patient care instructions for the home 
health aide must be prepared by the registered 
nurse or other appropriate professional who is 
responsible for the supervision of the home 
health aide under paragraph (d) of this section. 



This STANDARD is not met as evidenced by: 
Based on record reviews and interviews with the 
Nursing Supervisor the agency failed to ensure 
that aides' plan of care are complete and 
document written aide instruction for specific 
patient needs. This was evident in three out of 
three clinical records (Patient #1,2 and 3) 
receiving home health aide services. Failure to 
ensure that aides receive complete written 
instruction when providing care to patients has 
the potential for patients to receive negligent care 
and places patients at risk for poor outcomes. 

Findings include: 

Patient # 1 (start of care 05/20/1 1 ) has diagnoses 
of Anoxic Brain Damage and Burns with multiple 
grafting. The "Home Health Certification and Plan 
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of Treatment" (POT) for the certification period 
07/19/11 through 09/16/11 states "Thickened 
liquids, nectar thick dysphagia II diet, bleeding 
precautions, fall precautions, sensory loss 
precautions, seizure precautions. The 
"Paraprofessional Care Plan" (aide care plan) 
dated 07/19/11 lacks documentation of these 
precautions or the need for a special diet. 

The Skilled Nursing visit note dated 07/27/1 1 
contains documentation that the patient had 
resumed smoking. The aide care plan was not 
updated to reflect this change. 



G224 



Patient # 2 (start of care 03/1 1/1 1 ) has diagnoses 
of COPD (chronic obstructive pulmonary 
disease), Diabetes and history of frequent fails. 
The POT for the certification period 07/09/1 1 
through 09/06/11 states "fall precautions". The 
aide care plan dated 07/23/1 1 lacks 
documentation of this precaution. 

Patient # 3 ( start of care 07/1 3/1 1 ) has 
diagnoses of Lower Leg Ulcer and Diabetes. 
The POT for the certification period 07/13/1 1 
through 09/10/11 states "fall precautions and 
seizure precautions". The aide plan of care dated 
07/1 3/1 1 lacks documentation of these 
precautions. 

All findings were reviewed with the Nursing 
Supervisors and Administrator on 09/27/1 1 ; no 
additional evidence was provided. 
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INITIAL COMMENTS 

An abbreviated survey was conducted on 
9/27/1 1 as the result of a complaint 
(NY00 107043) against the agency. Three patient 
record and three personnel records were 
reviewed along, with pertinent policies and 
procedures. Interviews were conducted with the 
Nursing Supervisor and Director of Human 
Resources. The following deficiency is being 
cited as a result of the survey. 
484.36(c)(1) ASSIGNMENT & DUTIES OF 
HOME HEALTH AIDE 

Written patient care instructions for the home 
health aide must be prepared by the registered 
nurse or other appropriate professional who is 
responsible for the supervision of the home 
health aide under paragraph (d) of this section. 



This STANDARD is not met as evidenced by: 
Based on record reviews and interviews with the 
Nursing Supervisor the agency failed to ensure 
that aides' plan of care are complete and 
document written aide instruction for specific 
patient needs. This was evident in three out of 
three clinical records (Patient #1,2 and 3) 
receiving home health aide services. Failure to 
ensure that aides receive complete written 
instruction when providing care to patients has 
the potential for patients to receive negligent care 
and places patients at risk for poor outcomes. 

Findings include: 

Patient # 1 (start of care 05/20/1 1) has diagnoses 
of Anoxic Brain Damage and Burns with multiple 
grafting. The "Home Health Certification and Plan 
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1) The Patient Service Manager 
will review the records with the 
appropriate clinicians and review 
HHA Care Plan documentation 
standards 

2) The Patient Service Manager 
will review the clinical process 
on developing a paraprofessional 
care plan with clinical staff 

3) The Patient Service Managers 
will incorporate review of 
Paraprofessional care plans in 
record audits and complete 8 
audits per month. Compliance 
goal is 85% 



Oct. 21 



Nov 4 



November 
and 

ongoing 
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of Treatment" (POT) for the certification period 
07/19/11 through 09/16/11 states "Thickened 
liquids, nectar thick dysphagia II diet, bleeding 
precautions, fail precautions, sensory loss 
precautions, seizure precautions. The 
"Paraprofessional Care Plan" (aide care plan) 
dated 07/19/1 1 lacks documentation of these 
precautions or the need for a special diet. 

The Skilled Nursing visit note dated 07/27/1 1 
contains documentation that the patient had . 
resumed smoking. The aide care plan was not 
updated to reflect this change. 

Patient # 2 (start of care 03/1 1/11) has diagnoses 
of COPD (chronic obstructive pulmonary 
disease), Diabetes and history of frequent falls. 
The POT for the certification period 07/09/1 1 
through 09/06/11 states "fall precautions 1 '. The 
aide care plan dated 07/23/1 1 lacks 
documentation of this precaution. 

Patient # 3 ( start of care 07/1 3/1 1 ) has 
diagnoses of Lower Leg Ulcer and Diabetes. 
The POT for the certification period 07/1 3/1 1 
through 09/10/1 1 states "fall precautions and 
seizure precautions'*. The aide plan of care dated 
07/1 3/1 1 lacks documentation of these 
precautions. 

All findings were reviewed with the Nursing 
Supervisors and Administrator on 09/27/1 1 ; no 
additional evidence was provided. 
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